



Associations of proactive coping and self-efficacy
with psychosocial outcomes in individuals after stroke
Citation for published version (APA):
Tielemans, N. S., Schepers, V. P., Visser-Meily, J. M., Post, M. W., & van Heugten, C. M. (2015).
Associations of proactive coping and self-efficacy with psychosocial outcomes in individuals after stroke.
Archives of Physical Medicine and Rehabilitation, 96(8), 1484-1491.
https://doi.org/10.1016/j.apmr.2015.04.009





Publisher's PDF, also known as Version of record
Please check the document version of this publication:
• A submitted manuscript is the version of the article upon submission and before peer-review. There can
be important differences between the submitted version and the official published version of record.
People interested in the research are advised to contact the author for the final version of the publication,
or visit the DOI to the publisher's website.
• The final author version and the galley proof are versions of the publication after peer review.




Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright
owners and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these
rights.
• Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
• You may not further distribute the material or use it for any profit-making activity or commercial gain
• You may freely distribute the URL identifying the publication in the public portal.
If the publication is distributed under the terms of Article 25fa of the Dutch Copyright Act, indicated by the “Taverne” license above,
please follow below link for the End User Agreement:
www.umlib.nl/taverne-license
Take down policy
If you believe that this document breaches copyright please contact us at:
repository@maastrichtuniversity.nl
providing details and we will investigate your claim.
Download date: 03 Nov. 2021
edicine and RehabilitationArchives of Physical M
journal homepage: www.archives-pmr.org
Archives of Physical Medicine and Rehabilitation 2015;96:1484-91ORIGINAL RESEARCHAssociations of Proactive Coping and Self-Efficacy
With Psychosocial Outcomes in Individuals After
StrokeNienke S. Tielemans, PhD,a,b Vera P. Schepers, PhD,b Johanna M. Visser-Meily, PhD,b
Marcel W. Post, PhD,b,c Caroline M. van Heugten, PhDa,d
From the aDepartment of Psychiatry and Neuropsychology, School for Mental Health and Neuroscience, Maastricht University Medical Centre,
Maastricht; bBrain Center Rudolf Magnus and Center of Excellence for Rehabilitation Medicine, University Medical Center Utrecht and De
Hoogstraat Rehabilitation, Utrecht; cDepartment of Rehabilitation Medicine, Center for Rehabilitation, University of Groningen, University
Medical Center Groningen, Groningen; and dDepartment of Neuropsychology and Psychopharmacology, Faculty of Psychology and
Neurosciences, Maastricht University, Maastricht, The Netherlands.
Abstract
Objective: To examine the associations of proactive coping and self-efficacy with psychosocial outcomes in individuals after stroke.
Design: Cross-sectional study. Regression analyses were performed.
Setting: Outpatient settings of hospitals and rehabilitation centers.
Participants: Individuals after stroke (NZ112; mean age  SD, 57.18.9y; mean time  SD since stroke, 18.928.5mo).
Interventions: Not applicable.
Main Outcome Measures: Proactive coping was measured using the Utrecht Proactive Coping Competence scale (UPCC), and self-efficacy was
measured using the General Self-Efficacy Scale (GSES). Psychosocial outcomes were measured as (1) participation with the use of the restriction
and satisfaction subscales of the Utrecht Scale for Evaluation of Rehabilitation-Participation (USER-Participation); (2) emotional problems with
the use of the Hospital Anxiety and Depression Scale (HADS); (3) life satisfaction with the use of 2 questions (2LS); and (4) health-related quality
of life (HRQOL) with the use of the Short Stroke-Specific Quality of Life scale (SS-QOL-12).
Results: Higher UPCC scores were associated with lower HADS scores (bZ.55, P<.001) and with higher USER-Participation satisfaction
(bZ.31, PZ.001), 2LS (bZ.34, P<.001), and SS-QOL-12 scores (bZ.44, P<.001). The influence of UPCC scores on HRQOL was indirect
through self-efficacy. Higher GSES scores were associated with higher UPCC scores (bZ.65, P<.001), which in turn were associated with lower
HADS scores (bZ.51, P<.001). GSES scores were directly associated with higher SS-QOL-12 scores (bZ.32, PZ.002). GSES scores did not
influence the association between UPCC scores and any of the psychosocial outcomes (all P>.0025).
Conclusions: Proactive coping and self-efficacy have different associations with each of the psychosocial outcomes. Therefore, outcome-specific
models appear to be necessary to describe these associations.
Archives of Physical Medicine and Rehabilitation 2015;96:1484-91
ª 2015 by the American Congress of Rehabilitation MedicineStroke is a major health problem and has a worldwide incidence of
257.96 per 100,000 persons in 2010.1 More individuals in the
Western world survive strokes,2 and most of them return home
after hospitalization.3,4 Many of these individuals have to adjust toSupported by the Dutch VSBFonds (grant no. 89000004) and the Dutch Heart Foundation.
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http://dx.doi.org/10.1016/j.apmr.2015.04.009long-term physical and psychosocial effects.5,6 Coping and self-
efficacy have been proposed as important determinants of the
adaptation process in individuals after stroke.7
Folkman et al8 defined coping as “the person’s cognitive and
behavioral efforts to manage (reduce, minimize, master, or
tolerate) the internal and external demands of the person-
environment transaction that is appraised as taxing or exceeding
the person’s resources.”8(p572) Thus, coping refers both to activelyhabilitation Medicine
Fig 1 Schematic representation of coping as mediator between
self-efficacy and psychosocial outcomes.
Fig 2 Schematic representation of self-efficacy as moderator
between coping and psychosocial outcomces
Proactive coping and self-efficacy poststroke 1485changing the situation at hand (ie, problem-based coping) and to
regulating the emotions in a situation (ie, emotion-based coping).8
Prior research on coping has primarily focused on coping in
response to a situation.9 Recent research has examined the more
future-oriented coping strategy of proactive copingdthat is, the
efforts adopted to prevent or modify a potential problem situation
before it actually arises.9-12 Thus, proactive coping is a problem-
based coping strategy. In individuals after stroke, proactive coping
was positively related to health-related quality of life (HRQOL),
and this association was stronger compared with other coping
strategies and HRQOL.11
Self-efficacy is defined as a person’s confidence in his/her own
competence to successfully accomplish actions.13 Higher self-
efficacy has been associated with higher HRQOL in individuals
after stroke.14,15 The relationship between proactive coping and self-
efficacy has not been examined in individuals after stroke, but higher
levels of other problem-based coping strategies have been associated
with higher self-efficacy in people with acquired brain injuries.16
Recently, a model has been proposed that describes the role of
self-efficacy and more classic coping in psychosocial functioning
after acquired brain injury.7 According to this model, self-efficacy
influences psychosocial outcomes both directly (see the dashed
line in fig 1) and indirectly through coping (see the continuous
lines in fig 1). It is not known whether this model can be gener-
alized to proactive coping. Additionally, empirical evaluations of
this model are lacking, which is problematic because associations
of coping and self-efficacy with psychosocial outcomes were
found to be different for other chronic conditions from those
described in the model by Brands et al.7 For example, in in-
dividuals with diabetes, self-efficacy influenced (ie, moderated)
the association between coping and behavioral outcomes (fig 2).
This study examined the associations of proactive coping and
self-efficacy with psychosocial outcomes in individuals after
stroke. Because this study is part of the Dutch Restore4Stroke
research program, we focused on the psychosocial outcomes of
this program.17 Therefore, we measured participation restrictions,
satisfaction with participation, emotional functioning, life satis-
faction, and HRQOL. Based on the previously described model
that is specific to acquired brain injury,7 we expected that (1)
higher proactive coping and self-efficacy would be associated with
fewer participation restrictions and higher satisfaction withList of abbreviations:
ADL activities of daily living
GSES General Self-Efficacy Scale
HADS Hospital Anxiety and Depression Scale
HRQOL health-related quality of life
2LS 2 life satisfaction questions
SS-QOL-12 Short Stroke-Specific Quality of Life scale
UPCC Utrecht Proactive Coping Competence scale
USER-Participation Utrecht Scale for Evaluation of
Rehabilitation-Participation
www.archives-pmr.orgparticipation, emotional functioning, life satisfaction, and
HRQOL; (2) the influence of self-efficacy on these outcomes
would be both direct and indirect (ie, mediated through proactive
coping); and (3) self-efficacy would not moderate the associations
between proactive coping and psychosocial outcomes.Methods
Design
This cross-sectional study examined the baseline data of
individuals after stroke who participated in the Restore4Stroke
Self-Management study. It is a randomized controlled trial
examining the effectiveness of a self-management intervention
that is aimed at teaching individuals after stroke and partners
proactive coping strategies in comparison to an educational pro-
gram. The overall study design is published elsewhere.18 The
study was approved by the Medical Ethics Committee of the
University Medical Center Utrecht and the ethics committees of
the participating institutions.
Participants
Inclusion criteria were (1) having had a first or recurrent symp-
tomatic stroke (ischemic or intracerebral hemorrhage) 6 weeks
before recruitment; (2) living at home; (3) being 18 years of age;
and (4) having participation problems as indicated by 2 items of
the restriction subscale of the Utrecht Scale for Evaluation of
Rehabilitation-Participation (USER-Participation).19 Exclusion
criteria were (1) inadequate mental ability to understand or benefit
from the intervention; (2) behavioral problems interfering with
adequate group functioning; (3) inadequate Dutch language skills
(score <5 on the shortened version of the Aphasia Scale of the
Dutch Aphasia Foundation)20; (4) having major depression and/or
(5) participating in a psychological treatment program of proactive
coping at the time of recruitment. A rehabilitation physician or
nurse practitioner clinically judged these criteria.18
Procedures
Between February 2012 and May 2013, rehabilitation physicians
and nurse practitioners selected individuals after stroke for the
Restore4Stroke Self-Management study, through case finding at 8
Dutch rehabilitation centers and hospitals. Eligible individuals
were informed about the study during their regular outpatient
consultations, and interested individuals received an information
letter about the study. After 5 days, the researcher asked these
individuals if they wanted to participate. On giving consent, they
were placed on a waiting list until enough individuals (nZ8) were
1486 N.S. Tielemans et alrecruited for the parallel provision of the group-based self-man-
agement intervention and group-based educational intervention in
1 center. Once 8 individuals were recruited, the researcher made
individual appointments to obtain baseline measurements for each
participant. After signing informed consent, the participant
completed the questionnaires on paper during the baseline
appointment. The baseline measurements took place at the par-
ticipant’s home or medical center based on his/her preference. The
researcher or research assistant was present at all baseline
measurements.Measures
Independent variables
Proactive coping was measured using the Utrecht Proactive
Coping Competence scale (UPCC). This self-assessment scale
consists of 21 items assessed on a 4-point scale ranging from “not
competent at all” to “very competent.” Averaging all the item
scores results in the total score (range, 1e4). Higher scores
represent higher proactive coping. The UPCC demonstrated good
psychometric properties in individuals after stroke.11
Self-efficacy was measured using the Dutch version of the
General Self-Efficacy Scale (GSES). This self-assessment consists
of 10 items assessed on a 4-point scale ranging from “not at all
true” to “exactly true.” Adding all the item scores together results
in the total score (range, 10e40). Higher scores represent higher
self-efficacy. The GSES demonstrated good psychometric prop-
erties in the Dutch population.21
Outcome variables
The psychosocial outcomes assessed in this study were partici-
pation restrictions and satisfaction, emotional functioning, life
satisfaction, and HRQOL.
Participation was measured using both the restriction and
satisfaction subscales of the USER-Participation. The 11 items of
the USER-Participation restriction subscale are assessed on a 3-
point scale ranging from “not possible at all” to “effortless.” The
11 items of the USER-Participation satisfaction subscale are
assessed on a 5-point scale ranging from “not satisfied at all” to
“very satisfied.” Participants can indicate that an item is irrelevant
for them, using a “not applicable” option. Total scores are
calculated for both subscales separately by adding the item scores
together and converting the resulting sum into scores on a 0-to-
100 scale. Higher scores represent higher participation, which
indicates fewer participation restrictions or higher participation
satisfaction. Both subscales demonstrated good psychometric
properties in former and current outpatient rehabilitation
participants.19,22
Emotional functioning was measured using the total scale of
the Dutch version of the Hospital Anxiety and Depression Scale
(HADS). Adding together 7 item scores measuring depressive
symptoms and 7 item scores measuring anxiety symptoms results
in the total score of this self-assessment (range, 0e42). Higher
scores represent more intense emotional problems. The HADS has
demonstrated good psychometric properties in individuals after
stroke and several other Dutch populations.23,24
Life satisfaction was measured using 2 life satisfaction ques-
tions (2LS). One question assessed life satisfaction at the time of
the evaluation, on a 6-point scale ranging from “very unsatisfac-
tory” to “very satisfactory.” The other question assessed currentlife satisfaction compared with life satisfaction before the stroke
on a 7-point scale ranging from “much worse” to “much better.”
Adding the 2 question scores results in the total score (range,
2e13). Higher scores represent higher life satisfaction. The 2LS
demonstrated sufficient psychometric properties in the neuro-
logic population of individuals with spinal cord injuries.25
HRQOL was measured using the Dutch version of the Short
Stroke-Specific Quality of Life scale (SS-QOL-12). This self-
assessment consists of 12 items, with 6 items measured on a 5-
point scale ranging from “could not do it at all” to “no trouble at
all,” and 6 items measured on a 5-point scale ranging from
“strongly agree” to “strongly disagree.” Adding the item scores
resulted in the total score (range, 12e60). Higher scores represent
higher levels of HRQOL. The SS-QOL-12 has demonstrated good
psychometric populations in individuals after stroke.26
Confounders
Potential confounders considered included the demographic
characteristics of age, sex, and marital status (cohabiting with a
partner or not); stroke characteristics including time since the
stroke in months and stroke history (first stroke/multiple strokes);
and dependency in activities of daily living (ADL) (no/yes) and
cognitive impairment (no/yes). ADL was measured using the
Barthel Index (0e20), with dependency in ADL denoted for
Barthel Index scores <18.27 Cognitive functioning was measured
using the Montreal Cognitive Assessment, with impaired cognitive
functioning denoted by Montreal Cognitive Assessment
scores <26.28
Sample size
We did not perform a formal sample size calculation. Rather, the
number of participants in the Restore4Stroke Self-Management
study determined the sample size.
Statistical analysis
Associations between UPCC and GSES scores and associations of
the UPCC and GSES scores with the dependent variables (USER-
Participation restrictions, USER-Participation satisfaction, HADS,
2LS, and SS-QOL-12 scores) were described. Correlations <0.3
indicated a weak association, those between 0.3 and 0.6 indicated
a moderate association, and correlations >0.6 indicated a strong
association.29
The assumptions checked in the linear regression analysis
included linearity, homoscedasticity, independence, normality,
multicollinearity between dependent and independent variables
(r>.80), and influential outliers (Cook’s distance >1).
Direct associations between UPCC and GSES scores (inde-
pendent variables) and each psychosocial outcome (dependent
variables, ie, USER-Participation restrictions and satisfaction,
HADS, 2LS, and SS-QOL-12 scores) were examined using simple
regression analyses.
Then, the indirect effect of self-efficacy on each psychosocial
outcome through proactive coping was investigateddthat is,
whether the effect of self-efficacy was mediated through proactive
coping. We followed the method of Baron and Kenny30 for this.
The simple regression analyses described above were the first 2
steps in this process. In step 3, we examined whether GSES scores
had a direct effect on UPCC scores by using a simple regression
analysis. In step 4, we examined whether GSES scores hadwww.archives-pmr.org
Table 1 Participant characteristics (NZ112)
Characteristics Values
Demographic
Sex: male 59 (52.7)
Age (y) 57.18.9
Educational level: high*,y 36 (32.1)
Marital status: living with partnerz 81 (72.3)
Employment status: employed after stroke 25 (22.3)
Stroke
Time after stroke (mo) 18.928.5
Stroke history: >1 strokez 18 (16.1)












USER-Participation restrictions (0e100){ 72.116.0
USER-Participation satisfaction (0e100)jj 60.817.1
HADS total (0e42)jj 13.16.9
2LS (1e13)jj 6.72.6
SS-QOL-12 total (1e5)jj 3.60.8
NOTE. Values are n (%) or mean  SD.
Abbreviations: BI, Barthel Index; MoCA, Montreal Cognitive Assess-
ment; SAN, shortened version of the Aphasia Scale of the Dutch
Aphasia Foundation; USER-Participation restrictions, restriction sub-
scale of the USER-Participation; USER-Participation satisfaction,
satisfaction subscale of the USER-Participation.




jj Higher scores indicate higher levels of the measured construct.
{ Higher scores indicate lower levels of the measured construct.
Proactive coping and self-efficacy poststroke 1487additional predictive value over UPCC scores for each psycho-
social outcome by using multiple regression analyses.30
Finally, we examined whether associations between UPCC
scores and each psychosocial outcome measure were influenced
(moderated) by GSES scores. Multiple regression analyses were
performed; the UPCC and GSES scores and the interaction term
GSES  UPCC were added to the model as independent variables.
A significant interaction between UPCC and GSES scores would
indicate moderation.Table 2 Associations between proactive coping, self-efficacy, and psy
Measures USER-Participation Restrictions USER-Participatio
UPCC .05 .34*
GSES .10 .23y
NOTE. r UPCC, GSESZ.67; P<.001.
Abbreviations: USER-Participation Restrictions, restriction subscale of the USE
the USER-Participation.
* P<.001; yP<.05 was considered statistically significant.
www.archives-pmr.orgDemographic characteristics, stroke characteristics, depen-
dence in ADL, and cognitive impairment were entered as con-
founders in the model if their addition caused a change of >10%
in the B-values of the main effect or interaction. If there were
multiple confounders, they were added to the model in a stepwise
manner, with the strongest confounders added first. This process
terminated once B-values did not change by >10%.31
Data were analyzed using IBM SPSS Statistics 21.0.a
Correlations were considered as statistically significant if
P<.05. For regression analyses, P<.0025 was considered statis-
tically significant, based on the Bonferroni correction for mul-
tiple testing. Continuous variables and confounders were
centered to their means. Listwise deletion was used when data
were missing for 1 of the questionnaires inventorying either of
the independent variables, UPCC or GSES scores, or an outcome
variable (ie, USER-Participation restriction or satisfaction,
HADS, 2LS, and SS-QOL-12 scores). Pairwise deletion was
used for missing confounder data.Results
Participants
Of 167 individuals after stroke who were invited to participate in
the Restore4Stroke Self-Management study, 113 consented. One
individual did not complete the questionnaires, so this study was
based on the data from 112 individuals. Table 1 displays the
participants’ characteristics.Correlations
Table 2 displays correlations of UPCC and GSES scores with each
psychosocial outcome. Moderate positive associations were found
for UPCC scores with USER-Participation satisfaction (rZ.34,
P<.001), 2LS (rZ.36, P<.001), and SS-QOL-12 scores (rZ.38,
P<.001), indicating that higher UPCC scores are associated with
higher scores on the USER-Participation satisfaction, 2LS, and
SS-QOL-12 assessments. A moderate negative association was
found between UPCC and HADS scores (rZ.54, P<.001),
indicating that higher UPCC scores are associated with lower
HADS scores.
A strong positive association was found between GSES and
UPCC scores (rZ.67, P<.001), indicating that higher GSES
scores are associated with higher UPCC scores. A weak positive
association was found between GSES and USER-Participation
satisfaction scores (rZ.23, PZ.013), indicating that higher
GSES scores are associated with higher USER-Participation
satisfaction scores. Moderate positive associations were foundchosocial outcomes
n Satisfaction HADS Total 2LS SS-QOL-12 Total
.54* .36* .38*
.53* .35* .41*
R-Participation; USER-Participation Satisfaction, satisfaction subscale of
1488 N.S. Tielemans et albetween GSES and 2LS scores (rZ.35, P<.001), and GSES and
SS-QOL-12 scores (rZ.41, P<.001), indicating that higher GSES
scores are associated with higher scores on the 2LS and SS-QOL-
12 assessments. A moderate negative association was found be-
tween GSES and HADS scores (rZ.53, P<.001), indicating that
higher GSES scores are associated with lower HADS scores.
Regression analyses
Table 3 presents the 4-step approach of Baron and Kenny30 for
testing mediation.
Step 1 assesses whether UPCC scores were directly associated
with psychosocial outcomes. Higher UPCC scores were associated
with lower HADS scores (bZ.55, P<.001) and higher scores on
the USER-Participation satisfaction (bZ.31, PZ.001), 2LS
(bZ.34, P<.001), and SS-QOL-12 (bZ.44, P<.001) assessments.
Step 2 assesses whether GSES scores were directly associated
with psychosocial outcomes. Higher GSES scores were associated
with lower HADS scores (bZ.51, P<.001) and higher scores on
the 2LS (bZ.34, P<.001) and SS-QOL-12 (bZ.47, P<.001)
assessments.
Step 3 assesses whether GSES scores were directly associated
with UPCC scores. Higher GSES scores were associated with
higher UPCC scores (bZ.65, P<.001).
Step 4 assesses whether GSES scores had additional predictive
value over UPCC scores for each psychosocial outcome. GSES
scores had an indirect influence through proactive coping on
HADS scores (P>.0025) and a direct effect on SS-QOL-12 scores
(bZ.32, PZ.002). UPCC scores had an indirect influence through
self-efficacy on SS-QOL-12 scores (P>.0025).
No significant UPCC  GSES interactions were found in any
model (P>.05). Thus, the associations between the UPCC scores
and each psychosocial outcome measure were not moderated by
GSES scores.Discussion
Proactive coping and self-efficacy were differently associated with
various psychosocial outcomes in individuals after stroke. Proac-
tive coping was associated with all of the psychosocial outcomes,
except for participation restrictions. However, the association
between proactive coping and HRQOL was mediated by self-
efficacy and was thus indirect. Self-efficacy was associated with
emotional functioning, life satisfaction, and HRQOL. However,
proactive coping fully mediated the association between self-
efficacy and emotional functioning; therefore, these associations
were also indirect. Self-efficacy did not influence the association
between proactive coping and the psychosocial outcome mea-
sures, so no moderation effects of self-efficacy on these associa-
tions were observed.
The absence of an association between proactive coping and
participation restrictions has also been reported for individuals
with chronic obstructive pulmonary disease.32 This finding was
not consistent with conceptualizing proactive coping as a
problem-based coping strategy because such strategies are ex-
pected to foster individuals’ capacities to actively change a situ-
ation. Further research is needed to clarify this unexpected result
and to elucidate different coping strategies in individuals with
chronic conditions. Nevertheless, it appears that increasing pro-
active coping strategies is insufficient for reducing participation
restrictions in individuals after stroke.Our finding that self-efficacy was not associated with partici-
pation restrictions and satisfaction deviated from findings in in-
dividuals with spinal cord injury.33 Factors other than self-efficacy
could have determined participation in individuals after stroke.
For example, spinal cord injuries often result in visible physical
impairments, such as reduced leg function.34 In contrast, in-
dividuals after stroke are often confronted with behavioral,
cognitive, and emotional effects, which are largely invisible.35-38
Consequently, the capacities of individuals after stroke are
easily overestimated by relatives and people in the community,
resulting in unrealistic expectations about the participation levels
of individuals after stroke.39,40 Therefore, social pressure might
determine these participation levels more strongly than self-
efficacy. Thus, to increase participation levels in individuals
after stroke, it might be better to focus on factors other than self-
efficacy. Theoretically, it is important to recognize that the results
observed for predominantly physical chronic conditions such as
spinal cord injury do not automatically generalize to conditions
such as stroke. Thus, disease-specific models are needed to
describe psychosocial functioning, for individuals after stroke.
The strong association between proactive coping and self-
efficacy was only problematic when investigating their separate
associations with life satisfaction. Self-efficacy was indirectly
associated with emotional functioning through proactive coping.
Unexpectedly, proactive coping was indirectly associated with
HRQOL through self-efficacy. Thus, different theoretical models
are needed to describe the various psychosocial outcomes in in-
dividuals after stroke. Clinically, interventions aimed at improving
emotional functioning in individuals after stroke might be more
effective when focusing on increasing proactive coping, because
this construct is more closely related to this psychosocial outcome.
In contrast, self-efficacy might be a better target for improving
HRQOL. Further research is needed to verify this assumption of
distinct therapeutic approaches for improving various aspects of
psychosocial functioning.
Study limitations
The causal nature of the associations could not be determined
because of the cross-sectional study design. Although cognitive
and communicative impairments could have reduced the validity
of the self-assessment questionnaires, this effect was considered
acceptable because individuals with severe impairments in these
areas were excluded beforehand by their rehabilitation physicians
or nurse practitioners. The generalizability of the results might be
limited because the individuals selected for the study sample had
sustained relatively mild strokes. Compared with unpublished data
from individuals in the Restore4Stroke Cohort study who were
living at home 1 year after their strokes, our sample included more
women, younger subjects, and subjects who were more frequently
independent in ADL.17Conclusions
Proactive coping and self-efficacy have different associations with
each of the psychosocial outcomes. Therefore, disease-specific
models should be developed, but also different models are needed
for various psychosocial outcomes. Further investigation,
including structural equation modeling, appears necessary for a
better understanding of how psychosocial outcomes can be
influenced in individuals after stroke.www.archives-pmr.org








Satisfaction HADS 2LS SS-QOL-12 UPCC
b t P b t P b t P b t P b t P b t P
1 UPCC .05* .50 .615 .31 3.47 .001y .55 6.93 <.001y .34 3.76 <.001y .44z 5.50 <.001y
2 GSES .16x 1.74 .085 .18jj 1.94 .055 .51 6.25 <.001y .34{ 3.83 <.001y .47# 5.94 <.001y
3 GSES .65 8.88 <.001*
4 UPCC .06** .55 .583 .32yy 2.70 .008 .38 3.73 <.001y .24zz 2.15 .034 .24xx 2.46 .016
GSES .20** 1.69 .094 .03yy .21 .832 .27 2.63 .010 .19zz 1.68 .096 .32xx 3.18 .002y
NOTE. The steps in the first column represent the 4 steps of the method of Baron and Kenny,30 with step 1 examining the direct associations between UPCC scores and the psychosocial outcomes, step 2
examining the direct associations between GSES scores and the psychosocial outcomes, step 3 examining the direct association between UPCC and GSES scores, and step 4 examining whether GSES scores had
an additional predictive value over UPCC scores for each of the psychosocial outcome measures.
Abbreviations: USER-Participation Restrictions, restriction subscale of the USER-Participation; USER-Participation Satisfaction, satisfaction subscale of the USER-Participation.
The following confounders were added to the model:
* Dependent in ADL (bZ.44, P<.001); cognitively impaired (bZ.09, PZ.352); had >1 stroke (bZ.14, PZ.143); age (bZ.10, PZ.303).
y P<.0025 was considered statistically significant.
z Dependent in ADL (bZ.41, P<.001).
x Dependent in ADL (bZ.45, P<.001); time since stroke (bZ.10, PZ .284).
jj Age (bZ.20, PZ.034).
{ Dependent in ADL (bZ.22, PZ.014).
# Dependent in ADL (bZ.41, P<.001).
** Dependent in ADL (bZ.45, P<.001); time since stroke (bZ.10, PZ.275).
yy Age (bZ.21, PZ.024).
zz Dependent in ADL (bZ.23, PZ.009).
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